We appreciate the comments of Dr. Ross whose work we referred 1 to in our paper on cord gas analysis and the 30-minute rule for emergency cesareans. 2 We would like to correct the misconception that the flat regression line in our paper suggests that the individual fetus does not develop metabolic acidosis between decision and delivery. The individual normally oxygenated fetus can certainly develop metabolic acidosis in as little as 19 to 29 minutes as we state using the calculations of doctors Ross and Gala. These data are present in the discussion section of our paper. The question we are attempting to answer is, how accurate is electronic fetal monitoring in identifying the truly compromised fetus developing metabolic acidosis, and is electronic fetal monitoring sensitive and specific enough to validate the 30-minute rule as measured by cord gas analysis? All the patients in our study had an emergency cesarean delivery for nonreassuring fetal status. Electronic fetal monitoring was the tool used to diagnose these patients as having nonreassuring fetal status. As electronic fetal monitoring has become more widely used we have seen the incidence of cesarean deliveries increase from 5% in the early 1960s to almost 25% today, with much of this increase due to cesareans done for nonreassuring fetal status. The incidence of cerebral palsy in term infants during this period has remained unchanged. As mentioned by Dr. Ross the 30-minute rule does reflect the requirements for hospitals to assemble their operating teams recognizing logistical limitations. We are trying to find out if there is a scientifically verifiable clinical basis for the 30-minutes rule rather than just practical considerations of assembling the operating team.
1 to in our paper on cord gas analysis and the 30-minute rule for emergency cesareans. 2 We would like to correct the misconception that the flat regression line in our paper suggests that the individual fetus does not develop metabolic acidosis between decision and delivery. The individual normally oxygenated fetus can certainly develop metabolic acidosis in as little as 19 to 29 minutes as we state using the calculations of doctors Ross and Gala. These data are present in the discussion section of our paper. The question we are attempting to answer is, how accurate is electronic fetal monitoring in identifying the truly compromised fetus developing metabolic acidosis, and is electronic fetal monitoring sensitive and specific enough to validate the 30-minute rule as measured by cord gas analysis? All the patients in our study had an emergency cesarean delivery for nonreassuring fetal status. Electronic fetal monitoring was the tool used to diagnose these patients as having nonreassuring fetal status. As electronic fetal monitoring has become more widely used we have seen the incidence of cesarean deliveries increase from 5% in the early 1960s to almost 25% today, with much of this increase due to cesareans done for nonreassuring fetal status. The incidence of cerebral palsy in term infants during this period has remained unchanged. As mentioned by Dr. Ross the 30-minute rule does reflect the requirements for hospitals to assemble their operating teams recognizing logistical limitations. We are trying to find out if there is a scientifically verifiable clinical basis for the 30-minutes rule rather than just practical considerations of assembling the operating team.
What our study showed is that there are some fetuses with nonreassuring fetal heart rate tracings who are delivered much more rapidly than 30 minutes but still have significant metabolic acidosis, and that there are many more fetuses diagnosed as needing an emergency cesarean for nonreassuring fetal status that are delivered at or beyond 30 minutes but do not have evidence of metabolic acidosis at birth. This just quantitatively shows what many have already demonstrated, that electronic fetal monitoring is not a very accurate tool in identifying the fetus that is truly developing metabolic acidosis, and that most of the fetuses we label as such are in fact normal. We found that electronic fetal monitoring is so nonspecific that it cannot be used to validate the 30-minute rule. As we conclude in our paper, the 30-minute rule is a compromise that reflects the time it takes the fetus to develop severe metabolic acidosis, our imprecision in its identification, and the rarity of metabolic acidosis in the presence of nonreassuring fetal monitoring. Again, we wish to reiterate the point that the individual fetus subjected to hypoxia-ischemia will certainly develop metabolic acidosis, which can reach a degree sufficient to increase the risk of long-term neurologic complications if allowed to persist. We do not think that electronic fetal monitoring is a sensitive and specific enough tool to identify these fetuses without including many false-positives.
